Objectives. To investigate the preferences of ACP and healthcare autonomy in community-dwelling older Chinese adults. Methods. A community-based cross-sectional study was conducted with older adults living in the residential estate of Chaoyang District, Beijing. Results. 900 residents were enrolled. 80.9% of them wanted to hear the truth regarding their own condition from the physician; 52.4% preferred to make their own healthcare decisions. Only 8.9% of them preferred to endure life-prolonging interventions when faced with irreversible conditions. 78.3% of the respondents had not heard of an ACP; only 39.4% preferred to document in an ACP. Respondents with higher education had significantly higher proportion of having heard of an ACP, as well as preferring to document in an ACP, compared to those with lower education. Those aged <70 years had higher proportion of having heard of an ACP, as well as refusing life-prolonging interventions when faced with irreversible conditions, compared to those aged ≥70 years. Conclusions. Although the majority of community-dwelling older Chinese adults appeared to have healthcare autonomy and refuse life-prolonging interventions in terms of end-of-life care, a low level of "Planning ahead" awareness and preference was apparent. Age and education level may be the influential factors.
Introduction
The provision of optimum care for the aging population is dependent on the understanding of their views and values on healthcare issues, especially end-of-life issues. Advance care planning (ACP) is a process of reflection, discussion, and communication that enables a person to plan for their future medical treatment and other care, for a time when they are not competent to make or communicate decisions for themselves [1] . ACP generally takes one of two forms: (1) the advance directive or "living will," a mechanism that allows individuals to catalog their preferences for future healthcare; (2) the durable power of attorney for healthcare or "healthcare proxy," a document that assigns a surrogate to make medical decisions on behalf of a patient in the event of decisional incapacitation [2] . It has gained prominence internationally for perceived benefits in enhancing patient autonomy and ensuring that patients receive appropriate, high-quality end-of-life care, as well as reducing stress, anxiety, and depression in surviving family members [3] . In the United States, the Patient Self-Determination Act of 1991 aims to encourage patients to take the initiative to ensure that their values are respected at the end of their life [4] . This legislation is letting US society think over urgency of the way to deal with end-of-life care and decision-making [5] . Nowadays, up to 70% of community-dwelling older adults in the United 2 BioMed Research International States have completed an advance directive [6] , and data from the Health and Retirement Study showed that the elderly Americans who had prepared advance directives received care that was strongly associated with their preferences [7] .
China is a country with the largest population in the world and is facing a growing aging population, increased incidences of cancer, and a huge number of terminally ill patients [8] . Therefore, it is imperative to develop palliative care and implement ACP in the country. In recent years, there has been growing evidence from Hong Kong suggesting that Chinese older people residing in residential care homes are well aware of the anticipated death and welcome the opportunity to discuss issues related to end-of-life care and death preparation [9] . However, despite substantial international literature on ACP [10] , there is a paucity of information on the attitudes of the elderly citizens towards ACP in mainland China. It is with this view that we conducted this study with the following objectives: (1) to identify knowledge and preferences of ACP, as well as preferences towards truth telling, healthcare autonomy, and end-of-life care of older adults living in the city of Beijing; (2) to explore the factors associated with those preferences.
Material and Methods
It was a cross-sectional survey conducted from August 6 to September 3, 2014. The study was performed at two communities in Chaoyang District, Beijing. The interviewers had training and practice sessions prior to the interviews. The face-to-face, semistructured interviews were conducted in the existing seniors clubs in the two communities. The seniors clubs were chosen because they provided the researchers with access to a large number of older persons in a short time frame. A total of 1098 people were in attendance in the seniors clubs during the period in which we visited; however, some people did not take the survey. A total of 921 participants completed the survey with a response rate of 83.9%. Of them, 21 participants were excluded from the analysis due to incompletion of the survey. A total of 900 surveys were included in the final analysis. Participants enrolled in the study were aged above 65 years, were able to understand the content of the questionnaire, and could communicate well with the interviewers. They were also willing to participate in the study. Older adults documented to have delirium, dementia, aphasia, and drowsiness were excluded from the study.
The questionnaire used in the study was reviewed and approved by the hospital directors and the hospital's ethical review board. It is composed of collection of participants' sociodemographic characteristics and five questions designed to delineate participants' awareness, preferences, and attitudes towards advance care planning, truth telling, healthcare autonomy, and end-of-life care. Sociodemographic characteristics including age, gender, religion, education level, marital status, living situation, monthly income, and social support conditions were collected. Social support conditions were reflected by whether older adults can get life support from their children and the number of close friends older adults have, from whom they can get support when they have difficulties. Before asking the questions, participants were informed about the concept of ACP: "Advance care planning is defined as a communication and decision-making process that allows individuals to clarify their values and preferences for future care, and enables them to communicate their wishes to loved ones, surrogate decision makers and healthcare providers" [11] . After this introduction, they were asked the following questions: "Do you want to hear the real news regarding your own condition from the physician (Q1)?"; "Would you prefer to make your own healthcare decisions (Q2)?"; "Have you ever heard of an advanced care planning before (Q3)?"; "Do you want to document in an ACP so that your own values and preferences will be respected in case you become seriously ill (Q4)?"; "Are you willing to endure specific life-prolonging interventions (such as chronic ventilator and feeding tube) to avoid death in terms of irreversible conditions (Q5)?" Questions 1 and 2 were designed to reflect participants' attitudes towards healthcare autonomy, while questions 3 and 4 were designed to reflect participants' awareness and preferences towards ACP. Question 5 was designed to reflect participants' attitudes towards end-of-life care. These questions required a response of yes/no. If a participant did not want to answer certain questions, he/she could choose the option of "refuse to answer," which was also recorded.
Statistical Analysis
Results were presented as means ± standard deviations for continuous variables. Categorical variables were reported as frequencies and percentages. Participants were classified into two groups: one group was those answering "yes" for each of the above-mentioned 5 questions, while the other group was those answering "no" for the questions. A Chi-square test was used to measure differences between the participants' sociodemographic characteristics in the two groups. Groups were tested for comparability on age, gender, religion, education level, marital status, living situation, income, and social support conditions. Values of < 0.05 were considered statistically significant. All the analysis was performed using SPSS software version 16.0 for Windows (SPSS Inc., Chicago, IL, USA). Table 1 shows the sociodemographic characteristics of the participants. The mean age of participants was 74.99 ± 6.53 years; 53% ( = 477) of them were female. 79.8% ( = 718) of them were married, while 20.2% were single/ divorced/widowed. 11.2% ( = 101) of the respondents lived alone. 70.4% ( = 634) of them listed being high school graduate or less for their education levels. Most of them had children (97.3%) and could get life support from their children (71.3%). The vast majority of them did not have a religion (97.6%). The respondents' options for the five questions mentioned above were as follows- Table 2 . Of the respondents, 80.9% wanted to hear the real news regarding their own condition from the physician, while 52.4% preferred to make their own healthcare decisions. Only a very small number of them (8.9%) preferred to endure life-prolonging interventions when faced with irreversible conditions. When introduced to the concept of ACP, the majority (78.3%) of them had not heard of it, and only 39.4% wanted to document in an ACP, whereas 41.9% did not. 18.7% of the respondents refused to answer this question.
Results
According to results of the Chi-square test, Tables 3-7 , survey respondents with higher education level (some college or more) had significantly higher proportion of having ever heard of an ACP, as well as preferring to document in an ACP, compared to those with education level of being high school graduate or less (23.6% versus 13.3%, < 0.01; 60.3% versus 43.5%, < 0.01, resp.). Those aged <70 years had higher proportion of having ever heard of an ACP, as well as refusing life-prolonging interventions to avoid death when faced with irreversible conditions, compared to those aged ≥70 years (21.9% versus 14.0%, < 0.05; 91.0% versus 84.2%, < 0.05). There was no difference in preferences for the questions between men and women. No statistical Table 3 : Comparison of sociodemographic characteristics of respondents answering "yes" and "no" to question 1 ( = 820).
Variables
All ( Unknown 39 37 2 differences were found for gender, marital status, religion, income, having children, and support from children between those who answered "yes" and "no" for the above-mentioned questions.
Discussion
According to our knowledge, this study was the first attempt to investigate community-dwelling older persons' preferences and attitudes towards ACP, truth telling, healthcare autonomy, and end-of-life care, as well as explore the factors associated with those attitudes in mainland China. Consequently, such data will provide insight into our understanding of advance care planning and healthcare preferences of elderly community-dwellers in mainland China and serve as a foundation for later investigations on suitable ways of implementing ACP. A low level of ACP awareness and preferences was apparent; very few participants had ever heard of an ACP, which can help to achieve their autonomy. However, the favoring of Table 4 : Comparison of sociodemographic characteristics of respondents answering "yes" and "no" to question 2 ( = 784).
Variables
Total truth telling and self-determination by our participants was relatively high. Most of the participants preferred to hear the real news regarding their own condition from physician, and more than half of them wanted to make their own healthcare decisions. Only a very small portion of the participants expressed that they would endure life-prolonging interventions in terms of irreversible conditions. Previous literature showed that traditional Chinese societies were strongly family centered [12, 13] ; healthcare decisions were often made by the family as a group, rather than by the individual, and the principle of autonomy played a lesser role in Chinese societies. In our study, encouragingly there was a significant proportion of elderly participants who favored healthcare autonomy and had negative attitudes towards lifeprolonging interventions in terms of end-of-life care. When introduced to the concept of ACP, less than forty percent of respondents expressed that they would prefer to document in it. One possible explanation is that the concept is very new to them or unfamiliar. In mainland China, end-of-life care and the concept of ACP are not widely known or taught in the medical profession, and there are even fewer public promotion activities on these topics. Over one-third of participants refused to answer the question of "Are you willing to endure specific life-prolonging interventions to avoid death in terms of irreversible conditions (Q5)?" A possible explanation may be that these participants were hesitant to talk about death and end-of-life related decisions or they considered the topic taboo or were uncomfortable discussing it. Factors influencing older people's attitudes towards ACP had been studied. We found that age and education level may be the influential factors. Survey respondents with higher education had significantly higher proportion of having heard of an ACP, as well as preferring to document in an ACP. Some previous studies also showed that higher education was associated with a greater awareness and preference for ACP [14, 15] . Chinese, Filipino, and Japanese studies have shown that a higher education level and degree of acculturation are associated with more positive views towards planning and communication regarding the end of life [16, 17] . From our perspective, participants with education level of being high school graduate or less may have reduced comprehension of ACP definitions and goals. Those aged <70 years had higher proportion of having heard of an ACP, as well as refusing life-prolonging interventions when faced with irreversible conditions in our study. A possible explanation is that these younger respondents may be less influenced by traditional Chinese culture compared to those much older respondents; therefore they were more likely to accept the views of ACP.
There have been very few studies regarding Chinese older adults' attitudes towards ACP, advance directives (AD), and palliative care. A cross-sectional study published in 2014 investigated advance directive and end-of-life care preferences among nursing home residents, which showed that most (95.3%) had never heard of AD, and only 31.5% preferred to make an AD. More than half (52.5%) would receive Table 6 : Comparison of sociodemographic characteristics of respondents answering "yes" and "no" to question 4 ( = 732).
Total life-sustaining treatment if they sustained a life-threatening condition [18] . In a transnational survey, 62 patients from five hospitals of mainland China who are seriously ill were visited to study their attitudes towards end-of-life decisions. It showed that most respondents (80.3%) wanted to hear the truth directly if they were diagnosed with a terminal condition, but more than half of the respondents (55.7%) wanted continued treatment in irreversible conditions [19] . There have been even fewer studies focused on the attitudes of older Chinese people towards end-of-life decisions who migrated to and settled in Western countries. A Canadian study concluded that older Chinese people did not favor advance directives because they create negative thoughts by requiring people to contemplate their own demise [20] .
Another study performed in the United States, however, showed that it is feasible to conduct a nurse-led educational seminar on ACP in a community-dwelling population of Chinese Americans; Chinese in this study were open to the topic and showed a willingness to learn about ACP [21] . A variety of factors that prevent elderly people from making advance care planning were identified in the literature, including irrelevance, reluctance to think about dying, lack of knowledge, feeling that planning is unnecessary because family knows what to do, and feeling that loved ones are unable or unwilling to discuss ACP [22, 23] . In particular, there are some obstacles towards implementing ACP in mainland China for the following reasons. The first reason is associated with culture, which shapes the way people deal with illness, suffering, and death, as well as the communications and decisions related to ACP [24] . In traditional Chinese culture, Confucianism and the relative importance placed on an individual's relationship with their family and Table 7 : Comparison of sociodemographic characteristics of respondents answering "yes" and "no" to question 5 ( = 582).
Total society have a deep influence on decision-making, especially at the end of life [25, 26] . Family cohesion is highly valued and overrides the preferences and autonomy of an individual [27] . Moreover, the traditional Chinese superstition believed that death was a very sensitive issue, and mentioning it was sacrilegious and to be avoided [28] . Secondly, medical decision-making has been seen primarily as a duty of the family in order to protect the patient from the burden of making difficult choices about medical care [24] . It turned out to be that older adults are often excluded from decisionmaking.
Despite the obstacles mentioned above, the endeavor to promote ACP and palliative care has been made in mainland China in recent years. The foundation of Beijing Living Will Promotion Association, which was approved by the Beijing Civil Affairs Bureau in June 2013, was a landmark event in this regard [29] . Since its foundation, the organization had launched a website, called "Choice and Dignity," to provide online advice on making living wills [30] . However, we should be aware that although there is a lot of evidence regarding ACP and end-of-life care discussions in Western countries, cultural attitudes towards such issues are different in Chinese societies [31] . Currently, there has been insufficient research to demonstrate the benefits of ACP to eastern Asian patients. For many Chinese older adults with the preference for making decisions as families and a relative unfamiliarity with ACP, the use of ACP may be discouraged. Moreover, patients' treatment preferences and values may change when their health changes, at the end of life and even during periods of stable health [32] . Therefore, it may be difficult and impractical to import ACP system and apply it directly in China. To implement ACP in mainland China, health professionals should conduct culturally specific advance care planning that is tailored to Chinese people's specific cultural attitudes and ethnic beliefs. Encouragingly, elderly people's favoring for self-determination as well as their negative attitudes towards life-sustaining treatment in terms of irreversible conditions in our study suggests that it is possible to initiate the topic concerning end-of-life care and ACP related issues to Chinese elderly citizens. Providing culture-sensitive knowledge, education, and communication regarding ACP is a feasible first step to promoting this health behavior in mainland China.
It is important to point out the limitations of this study. First, the participants in this study were small convenience samples. Thus, the generalization of the findings requires caution. Second, associated conditions of the older adults such as multimorbidity, functional status, and prior exposure to illness were not incorporated into the study, which may also be important determinants in ACP and its perceived relevance to individuals. Finally, the questionnaire, especially the five questions in the questionnaire to delineate participants' awareness, preferences, and attitudes towards advance care planning, truth telling, healthcare autonomy, and end-of-life care in this study, was designed by us and there is no previous literature to demonstrate its validity. Moreover, we used some hypothetical clinical scenarios in our questionnaire, for which reason responses to the survey might not accurately reflect what individuals would choose in reality and validity of the questionnaire needs to be further assessed.
Conclusion
This study identified the preferences and attitudes towards ACP and healthcare autonomy of community-dwelling older adults living in Beijing. Although the majority of elderly community-dwellers in this survey appeared to have medical autonomy and preferred comfort measures in terms of irreversible conditions, a low level of "Planning ahead" awareness and preferences was apparent. Given that the concept of advance care planning and knowledge of palliative care are not well understood in China, more effort is needed to step up public education in this regard. Moreover, to implement advance care planning in mainland China, it should be tailored to individuals' needs and feasible in the Chinese healthcare system and culture.
